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ABSTRACT

Al t hough the concerns of m ddl e-aged and ol der peopl e as
infected wwth or affected by H V/ AIDS have recei ved scant
research or program attention since the beginning of the

Al DS epidem c, national data is energing to show how ol der
people are both simlar and different from younger

popul ations. This paper explores the stability and changes
in national trends related to AIDS rates, transm ssion
routes and risk factors fromthe md 1980s to 1997. W show
that while the nunbers of AIDS cases have grown
dramatically for all age groups, the proportion of cases
for persons 50 years and ol der (at diagnosis) has renai ned
a fairly stable ten percent of the total case |oad,
resulting in over 60,000 cases in 1997. Contrary to popul ar
belief, the nost prevalent transm ssion route for m ddl e-
aged and ol der people has al ways been through sexual
contact. While m ddl e-aged and ol der people may be at
reduced risk conpared to younger age groups, these data

al so reveal a disturbing trend. People 50 years and ol der
continue to be | ess know edgeabl e about AIDS ri sks,
percei ve thenselves to be at lower risk, and for those with
known AIDS-rel ated risks, have nade fewer behavi oral
accommodations to avoid such risks as conpared to younger
people. Wth recent data indicating a faster rise in new

Al DS cases anong the 50 plus popul ation, m ddl e-aged and

ol der people can no | onger be ignored in Al DS prevention or
treatnent efforts.



The concerns of m ddl e-aged and ol der peopl e as
infected wwth or affected by H V/ AlIDS have recei ved scant
research, programmatic, or policy attention since the
begi nning of the AIDS epidemc. This is despite the fact
that in the United States, to date, there have actually
been nore cases of AIDS in the geriatric population than in
young children. According to national surveillance data
(CDC, 1997), the cunul ative case AIDS casel oad as of 1997
reported 8,530 cases in adults 65 and ol der and 6, 343 cases
in children five and younger

The now classic volume on AIDS in an Aging Society
(Riley, Oy, and Zablotsky, 1989) first drew attention to
the nyriad ways older people could be involved in the
epidem c and identified research and practice needs. Wile
the nunbers of cases in the older population was relatively
modest in the 1980s, the consequences of H V/ AIDS for
m ddl e-aged and ol der people were actually nuch |arger than
the small nunber of cases suggested. Understanding the
influence of AIDS in a aging society requires attention to
ol der people at risk for HHV/AIDS, those living and dying
with HV/ AIDS, those caring for famly nenbers and friends,

or those providing professional care for people wth



H V/AIDS. Building on the recommendations from the first
AIDS and Aging Conference held in 1987, for the past
decade, the National Institute on Aging has spurred
research efforts to examne the role of aging factors in
the HV/AIDS epidemc (NIA 1997). The Year 2000 Nati onal
Research Plan for AIDS Research, coordinated through the
NNH Ofice of ADS Research, (NH 1998) has included
attention to life-course and aging issues in both basic and
intervention research objectives and strategies. Wi | e
Hl V/ Al DS behavi oral research with aging populations is just
energi ng, epidemological studies report that ol der people
are diagnosed later, that survival is shorter, and that
prevention prograns are generally lacking for the 50 plus
popul ation (AARP, 1994; Adler and Nagle, 1994; duck and
Rosent hal , 1996; Ferro and Alit, 1992; Keitz et.al, 1996;
Nokes, 1995; Skiest, Rubinstein, Carley, Goiella, and
Lyons, 1996; UCSF, 1997; Whi pple and Scura, 1996).
Prevention efforts in the 50 plus population are
hi ndered by a lack of public awareness of the AIDS rates,
transm ssion routes, and risk factors in this popul ation.
Drawing on CDC surveillance data, this paper wll docunent
the stability and changes in the nunbers of persons wth
AIDS and routes of transm ssion. Conparisons wll be nade

between the younger and ol der population, as well wthin



the ol der population itself. It nmust be noted that this CDC
data is based on age at diagnosis of AIDS not age at the
time of infection. Gender and ethnicity differences are
al so present, but these will not be highlighted since they
will be explored in greater depth in other chapters in this
Vol une (see Brown and Sankar, 1998, and Zabl otsky, 1998.)
O her data will be cited briefly to assess ol der people’s
rel ati ve know edge of AIDS risks as well as self reports on
behaviors to reduce AIDS-related risks (see Stronbeck, 1998
for a fuller presentation of these issues). Wile the
majority of data presented will be prevalence rates, new
CDC data on AIDS rates in 1997 wll also be highlighted to
indicate the increased vulnerability for the ol der
popul ation if prevention prograns directed toward ol der

peopl e and their health care providers are not initiated.

The Al DS Casel oad

The nunbers of AIDS cases in the United States have
i ncreased dramatically since the beginning of the epidemc.
In absolute terns, the cunulative nunbers of reported
persons with AIDS has increased from 41,906 in 1986 to
641, 086 Anericans in 1997. As of Decenber, 1997, there
were over 60,000 peopl e diagnosed at aged 50 and older with

Al DS since the beginning of the epidemc (see Table 1). The



bul k of cases fall in the younger age ranges of the 50 plus
popul ation, yet, 8,530 cases were diagnosed in persons 65
years and ol der

The gender and ethnicity distribution of AIDS cases in
the 50 years and older group is simlar to that of younger
popul ati ons. The majority of the AIDS cases in the 50
years and older group are nmen (84%, and cases also
overrepresent ed mnority popul ati ons (e.qg., Afri can-
Americans and Hispanics account for alnost 60% of al
reported AIDS cases in this population)(CDC, 1998)
Differences do energe for the oldest AIDS cases in that
they are nore likely to be male and less likely to be
Hi spani ¢ t han younger cases (CDC, 1998).

Wil e there has been rapid change in absol ute nunbers,
the percentage of AIDS cases diagnosed at 50 and ol der has
remai ned remarkably stable. From 1982 to 1997, the 50 plus
popul ation has accounted for 10% of the cunulative AIDS
casel oad.

This ten percent figure which is wdely quoted is
actually a slight undercount of the inpact of AIDS in the
m ddl e-aged and ol der population if one exam nes the actua

age of persons living with AIDS. Table 2 takes the 573,751



Al DS cases reported cunulative to year-end 1996), deletes
those who are no longer alive and adjusts the nunbers to
reflect an estimate of actual age, rather than age at
diagnosis which is generally reported. The table shows
that nearly 15% of the AIDS caseload is 50 and ol der

VWiile CDC reported the first ever decline in nunbers
of adult diagnosed with AIDS in 1996 (CDC, Septenber 1997),
this decline is not consistent across all populations. A
followup report in 1998 (CDC, 1998) revealed that new
cases actually rose twce as fast in the older popul ation
as conpared with the younger population. In the period
1991- 1996, new incident cases rose 22% (from 5269 cases to
6400 cases) anobng persons aged 50 and ol der, conpared to a
rise of only 9% anong persons 13-49 years (from 46, 000
cases to 50,300 cases). The increase was particularly
notable for wonen, and for those whose risk was from

het er osexual contact and injecting drug use.

Transm ssi on Rout es

Age G oup Conpari sons. Tabl e 3 presents age

conparisons in the distribution of exposure categories
based on the cunulative A DS caseload as of 1996. Looking

at the first two colums to exam ne differences across the

! Note that 1996 data are used here because the 1997 Public Use Data set



younger and ol der age groups, we see that the predom nance
of sexual routes as the main pathway of infection. Simlar
percentages of nmen in both categories are infected by sex
with other nen (49.4% for the 13-49 age group and 47.9% for
the 50 plus). A few notable differences do energe. A higher
proportion of older cases are nore likely to be infected
t hrough het er osexual contact (11.4% vs. 8, 7%, while
injecting drug use is a nore comon route for the younger
age group (26.4% vs. 16.7%. The percentage of ol der
persons who are infected because of receiving tainted bl ood
has dropped dramatically since the beginning of the
epidemc. At year end 1996, only 6.2% overall of the those
50 and older were infected by receipt of transfusion,
al though this continues to be a much larger proportion than
for the younger cases (.8%. It should be noted that ol der
Al DS cases are nmuch nore likely than younger cases (14.5%
vs. 7.3% to have an undeterm ned exposure category,
al though the reasons for this are unclear. It could be
t hat ol der persons are nore unwilling to provide
informati on which would put them into an exposure category
or it could be that this information is |ess often obtained

for ol der persons by nedical personnel.

had not been released at the tinme of witing.



Wt hi n-age conpari sons. The right hand side of Table 3

exam nes the distribution of exposure categories wthin
four finer age categories for the 50 plus population. In
general, the proportion of cases falling within any one
exposure category are relatively simlar (or change
gradual ly) for those 50-64, as conpared with those under 50
years of age. The differences, however, are nost notable
for the 65 year plus group. Wiereas honosexual sex is still
the nost predom nant exposure category (32.5%, nearly a
quarter of the population reports infection through receipt
of a transfusion (22.2%, and heterosexual contact is an
especially predom nant category (16.3%.

Changes in exposure categories over tine. Table 4

presents data on percentages of AIDS cases by exposure
category for 1986 and 1996 for cases over age 50 (age at
di agnosi s). Several points can be noted in this exam nation
of exposure categories for cunul ative cases over a ten year
period. Sexual transmssion is still the nost predom nate
route, although there has been a decrease in honosexual
transm ssi ons and an I ncrease in het er osexual
transm ssions. Injecting drug use has also increased as a
proportion of the exposure routes. Receipt of transm ssion
has dropped profoundly in the ol der age group. These trends

mrror those occurring in younger popul ations.



H V/ Al DS Know edge, attitudes and behaviors

Al though AIDS-rel ated know edge is increasing for al
ages, older people are still |ess know edgeable than
younger people. For exanple, those 50 and older are nore
likely to believe that H V/AIDS can be contracted through
casual contact. As indicated in Table 5, data from the
1994 National Health Interview Survey shows that ol der
people are nore likely than younger people to believe
H V/ AIDS can be gotten from being coughed on, sharing food
utensils or using public toilets. A der people are also
less likely than younger people to feel that they “know a
| ot about AIDS’ or to know sonmeone who has Al DS.

The available national data also suggest that the
majority of older people in the general population do not
engage in AIDS-related risk behaviors. 1In the early 1990s,
the National AIDS Behavior Surveys (NAMS) estimated that
only about 10% of ol der people had at |east one risk factor
for HYV infection such as having nultiple sex partners,
having a sexual partner with known behavioral risk, or
having a blood transfusion between 1979 and 1985. (Stall
and Catania, 1994). It may seem reasonable then that nost
ol der people do not see thenselves at risk. National survey

data from the 1995 Behavioral Risk Factor Surveillance



System conducted by the CDC (Mack and Bl and, under review))
confirm that less than 5 per cent of adults aged 50-64
reported that their chances of getting AIDS as high or
medi um Al though differences were significant, the majority
of younger persons also reported low risks (only 7.7 %
reported their chance as high or nedium.

However, the NABS study (Stall and Catania, 1994) also
revealed that even when classified as “at risk”, older
people were unlikely to engage in AIDS prevention
behaviors. In the early 1990s, people 50 and older with a
known behavioral risk for HV infection were one sixth as
likely to report using condons during sex and one fifth as
likely to have been tested for HV than were a conparable
“at risk” group in their twenties. This data is consistent
wth data from the 1995 BRFSS survey which shows that
adults aged 50-64 were significantly less likely to ever
have been tested than younger adults (23.8 % vs. 44.1% and
also less likely to have changed their behavior in last 12
mont hs (6. 9% vs. 18. 3%.

Wil e there have been nodest inprovenents in
preventive neasures in heterosexuals 50 years and ol der
with known risk factors, there is still nuch room for
i nprovenent. In the period from 1990-1991 to 1995-1996,

testing for AIDS increased from3%to 32% and those
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reporting they always using condons al so increased from 3%

to 18% (NABS, 1997).

Toward the Future

Wil e there has been a general decrease in the nunbers
of new AIDS cases, it is likely that the nunbers of persons
50 years and older wwth HV/AIDS will continue to increase
in the future. Wth rates of heterosexual transm ssion
i ncreasing, especially anmong the ol der segnent of the AIDS
casel oad, ol der wonen are vulnerable on two fronts. Due to
bi ol ogi cal changes with aging, they are nore likely than
younger adult wonen to be infected if exposed to the HV
virus (Riley et al., 1989). Wiile the data show that there
is room for inprovenment in risky behaviors for persons of
all ages, mddle-aged and older wonen face a potential
soci al disadvantage since they may be less well prepared
t han younger wonen to identify and alter risky behaviors in
new soci al relati onshi ps (AARP, 1994) . The lack of
awareness is not only on the part of older people who may
assune that their synptons are due to aging-related
illnesses rather than AIDS-related syndrones. Health care
providers also less likely to attribute signs and synptons
presented in ol der people to HHV AIDS (El -Sadr and Cettler,

1995). There is anecdotal evidence suggesting that the use
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and effectiveness of aggressive treatnents in ol der
popul ations is questioned by patient and doctor alike, thus
resulting in less than optinal care for older persons wth
Hl V/ Al DS.

In the future, the older cohort of AIDS wll nost
likely be conposed of two distinct populations: 1) those
who are infected in later life, and 2) those who are
infected when younger adults, but who, wth better
treatnents, will live past fifty. As wonen baby booners
turn fifty, it is likely that they wll engage in nore
risky sexual and drug-related behaviors than what s
occurring in the current older population (Levy, 1998;
Yates, Stellato, Johannes, and Avis, forthcom ng, 1999),
al though the effectiveness of prevention efforts targeted
to younger adults may <carry over into mddle-aged.
Prevention efforts directed at older people and their
caregivers renmains, however, a critical step in increasing
AlDS-related know edge in those 50 and older, changing
ri sky behaviors, and getting ol der infected people
di agnosed sooner and into the nobst effective treatnent
prograns. Prevention\care strategies should be sensitive
to, and potentially tailored to, each of the mgjor risk
groups (e.g., older gay nen, older wonen, and older |V drug

users).
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Addi tional research studies are needed to identify
those older people at risk and to develop intervention

strategies for reducing such risks and enhancing the

quality of life in the mddle and |ater years. In sone
cases this will entail adding an aging conponent to ongoi ng
studi es and databases. In other cases, it will necessitate

specific studies of HWVAIDS risks and interventions in
ol der populations. Future research efforts should give
enphasis to the variations wthin the ol der popul ation both
in terms of age and functional differences within the 50
and older population, as well as differences in risks,
consequences, or treatnent effectiveness due to gender or
mnority status. The challenge of the third decade of the
HV/AIDS epidemc is to attend to previously neglected
popul ations at risk, and to examne the applicability of

research and practice to new popul ati ons and settings.
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Table 1.
Cumulative AIDS Cases Reported, Year-end 1997, by Age at Diagnosis

Percent
Age at Distribution (for
Diagnosis Total Percent those over 50)
<5 6,343 1.0

5-12 1,743 0.0

13-19 3,130 0.0
20-24 22,953 3.6
25-29 88,415 13.8
30-34 146,712 229
35-39 143,381 224
40-44 103,660 16.2
45-49 58,516 9.1
50-54 30,789 4.8 46.5
55-59 17,251 2.7 26.0
60-64 9,662 15 14.6

>65 8,530 13 12.9
Total* 641,086

*Total includes 1 person whose age at diagnosis is unknown.

Source, Centers for Disease Control and Prevention. HIV/AIDS Surveillance Report, 1997; 9(2).
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Table 2.
Number of Persons Living with AIDS, Y ear-end 1996 by Age*

Estimated Actual
Age, Year-end 1996,

Age Group Number of Cases Per cent

1-12 2,728 11
13-19 1,725 7
20-24 3,524 15
25-29 16,731 7.0
30-34 42,056 17.7
35-39 55,170 23.2
40-44 49,446 20.8
45-49 33,229 13.9
50-54 17,081 7.2
55-59 8,455 35
60-64 4,283 1.8

65+ 3,782 1.6
Tota 240,206 100.0

Source of data: AIDS Public Information Data Set, CDC 1996. Estimates of persons living with AIDS were derived by
subtracting the cases with areported death certificate from the estimated cumulative number of persons with AIDS and
as such, should be interpreted with caution given reporting delays and incompl ete reporting of deaths.



Table 3.
Cumulative Per centage of AIDS Cases 1996,
According to Exposure Category and Age at Diagnosis

Exposur e Category 13-49 50+ 50-54 55-59 60-64 65+
Men who have sex with 49.4 47.9 51.7 49.6 46.1 325
men
Injecting drug use 26.4 16.7 211 16.2 11.9 7.5
Men who have sex with 6.8 25 34 24 16 8
men and injecting drug use
Hemophilia/coagul ation Ve .8 .6 Ve 11 16
disorder
Heterosexual contact 8.7 114 9.7 114 12.8 16.3
Receipt of transfusion .8 6.2 23 3.9 84 22.2
Other/undetermined 7.3 145 11.3 15.8 18.1 19.3
Total Number of Cases 514,376 59,424 27514 15512 8,716 7,682

*Data adjusted to account for reporting delays.
Source of data: AIDS Public Information Data Set, CDC 1996.



Table 4.
Cumulative Percentage of AIDS Casesfor Older Adults, 1986 & 1996,
According to Exposure Category and Age at Diagnosis

1986 1996
Exposur e Category 50+ 50+
Men who have sex with men 64.6 47.9
Injecting drug use 8.1 16.7
Men who have sex with men and 2.6 25
injecting drug use
Hemophilia/coagul ation disorder 19 .8
Heterosexual contact 24 114
Receipt of transfusion 15.2 6.2
Other/undetermined 53 145
Total Number of Cases 4,136 59,424

* Percentages adjusted to account for reporting delays.
Source of data: AIDS Public Information Data Set, CDC 1996.



Tableb.

Prevalence of Beliefs and Knowledge About HIV/AIDS, by Age Group, 1994

Age of Respondent

18-49 50+
Percentage Reporting it is“likely” that
HIV/AIDS can be gotten from:
Being coughed on 21 34
Sharing food utensils 20 32
Using public toilets 7 13
AIDS Knowledge
Knows alot about AIDS 40 23
Knows someone who has AIDS 29 20

Source: 1994 Nationa Health Interview Survey. Percentages weighted by AIDS final weight.

20



